only and 3 vessel view in addition to the 4 chamber view of the heart. Methods: This was a retrospective two-centre study of 15778 pregnant women examined at 11 to 13+6 gestational weeks. Women were examined using 4 chamber and 3 vessel views of the fetal heart both in 2D mode and High Definition (HD) Power Flow Doppler mode. Results: A total of 15778 patients were included in the study. The median maternal age was 29 years. The median Crown-rump length was 67 mm (range, 45-84 mm) . Overall, there were 201 cases with CHD. Only 3 major CHD was missed at the time of first trimester scan (1 TOF, 1 TGA, 1 inlet VSD). Failure to obtain correct 4 chamber and 3 vessel views was noted respectively at 2% and 2,5% of all patients. In 49,7% of cases the diagnosis of CHD was obvious by assessment of 4 chamber view only. In 43,8% of cases correct diagnosis of CHD was made by analysing of both views. In 6% of cases the 4 chamber view remained normal and the diagnosis of CHD was only possible by examination of 3 vessel view. Conclusions: We confirmed that the vast majority of the most common CHD can be diagnosed at the time of 1st trimester ultrasound screening. The addition of 3 vessel view to the 4 chamber view of the fetal heart could further improve the detection of major CHD.
EP04.05
Applicability of ISUOG practice guidelines on second trimester sonographic screening examination of fetal heart Objectives: To study the applicability of ISUOG practice guidelines on sonographic examination of fetal heart during second-trimester screening. Methods: A six month period (July-December 2016) prospective observational study was designed to evaluate singleton pregnancies between 20th and 22ndGW. 327 fetuses were examined. Cases with congenital heart malformation were excluded. Each parameter of the ISUOG heart protocol was scored for accuracy and characterised as adequately or non-adequately assessed by a qualified specialist who performed all examinations. Results: 4 chamber view was adequately imaged in 98.8% of cases (n=323), while left outflow tract imaging was ideal in the total of examined parameters only in 41% of cases (n=134). A right outflow tract sufficient view was in 60.6% of cases (n=198) possible, while three vessel and trachea were characterised as satisfactorily visualised for all examined parameters in 67.6% of cases (n=221). When studying the different 31 parameters included in ISUOG protocol, there were only 5 which seem to be frequently involved in insufficient assessment. These parameters were: AV-valves offsetting (83% adequacy), septoaortic continuity with clear imaging of the aortic root (78.4% adequacy), clear wall demonstration of 3 distinct vessels in 3VTV (67.8% adequacy), detailed pulmonary branching (65.7% adequacy) and optimal visualisation of myocardiac / endocardiac tissue (55.9% adequacy). By excluding those 5 parameters, rate of adequate imaging was raised to 99.2% for 4 chamber view, 98.4% for left outflow tract view,73.8% for right outflow tract view, and 99.2% for three vessel and trachea view. Conclusions: Applicability of most parameters included in ISUOG practice guidelines concerning sonographic screening examination of fetal heart in 2nd trimester is feasible. Myocardiac / endocardiac tissue, AV-valves offsetting, septoaortic continuity, pulmonary artery bifurcation and clear vessel wall borders in 3VTV are indicated to be the parameters which can be characterised as often being inadequately imaged. Objectives: To assess the utility of high SVC/Ao ratio in 3 vessel view as an indicator of brain sparing effect of IUGR fetuses under placental insufficiency. Methods: This is a retrospective and prospective study based on 151 fetuses without anomaly who underwent fetal screening ultrasound measurement and were born in Japan Red Cross Medical Centre from January 2011 to February 2017. We classified the infants into 3 groups, asymmetrical IUGR, symmetrical IUGR, and AGA neonates, according to the proportion of the neonates. The number of infants in each group was 37, 18, and 96 each. In this study, we focused on asymmetrical IUGR as a consequence of placental insufficiency and compared SVC/Ao ratio with AGA neonates both retrospectively and prospectively. In the fetal heart screening of each fetuses, we measured PA, Ao, and SVC diameters at the end-diastolic phase. Results: SVC/Ao ratio was higher in the fetuses who were born as asymmetrical infants than those who were born as AGA (Mean = 0.81 vs 0.70, P=0.04). The positive predictive value to be born as asymmetrical FGR was 35%, 50%, 63%, and 83% at the cut-off point of SVC/Ao=0.75, 0.9, 1.0, 1.05, respectively. Conclusions: The high SVC/Ao ratio can be one of the indicator of brain sparing effect in placental insufficiency. Measuring diameter of each vessels, pulmonary artery, aorta, and SVC, in the 3 vessel view in fetal cardiac anomaly scan, can be useful to detect placental insufficiency.
EP04.07
Comparative study between early fetal echocardiography performed at 13-13+6 weeks' and at 16 weeks' gestation Objectives: To compare fetal echocardiography performed at 13-13+6 weeks gestation, through vaginal and abdominal scan, to fetal echocardiography performed at 16 weeks gestation, through abdominal scan, in two study populations: low BMI (<25) and high BMI (≥25). Methods: This is a prospective, non-randomised study. An advanced fetal cardiac examination was performed on each patient at 13-14 weeks of gestation by transvaginal and abdominal routes and at 16 weeks, by the abdominal route. Results: A total of 66 patients were recruited, 33 with a BMI <25 and 33 with a BMI> 25. In the group with low BMI ultrasound examination was successful in 95.7% at 13-13+6 weeks, in at least one of the routes (vaginal or abdominal), and in 93,9 % at 16 weeks gestation. In the group with high BMI ultrasound examination was successful in 93.9% at 13-13+6 weeks, in at least one of the routes (vaginal or abdominal), and in 81,8 % at 16 weeks gestation. The best route for the ultrasound scan at 13-13+6 weeks in patients with a BMI <25 was the abdominal route, while in patients with a BMI> 25 the vaginal route was the best. The 16 weeks scan was the fastest while the slowest was the vaginal route at 13-13+6 weeks. Conclusions: Fetal cardiac examination at 13-14 weeks may be as successful as screening at 16 weeks in patients with low and high BMI. The transvaginal route provides the best image quality, however it is influenced by the fetal position. The transvaginal route could be an alternative to the abdominal route in patients with a poor acoustic window.
Supporting information can be found in the online version of this abstract EP04.08 Quantification of mechanical dyssynchrony in growth-restricted fetuses and normal controls using speckle-tracking echocardiography (STE) Objectives: To evaluate longitudinal mechanical dyssynchrony in normally grown fetuses by speckle-tracking echocardiography (STE) and to compare longitudinal mechanical dyssynchrony in fetal growth restriction (FGR) with normal controls. Methods: A prospective study was performed on 30 FGR and 62 normally grown fetuses, including 30 controls matched by gestational age, using STE and a transversal four chamber view. Data analysis was carried out with a high frame rate of about 175 frames/s. Dyssynchrony was analysed offline with QLab 9 (Philips Medical Systems, Andover, MA, USA) as time differences between peaks in strain of both ventricles and the septum. Inter-and intraventricular and intraseptal dyssynchrony were obtained and inter-and intraobserver reliability was analysed. Results: Longitudinal mechanical dyssynchrony was feasible in all cases, with high inter and intraobserver reliability. Levels of inter and intraventricular dyssynchrony were higher in the FGR than in the control group. Conclusions: Speckle-tracking echocardiography (STE) is a reliable technique for cardiac function assessment in the fetal heart. Interventricular dyssynchrony could be a potential parameter for early detection of subclinical myocardial dysfunction before other parameters demand intervention. The future clinical role of longitudinal mechanical dyssynchrony needs to be verified in larger studies and with a technique customised for prenatal echocardiography.
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Prenatal ultrasound diagnosis on fetal absent pulmonary valves 
